Complications
The commonest complication is redness and discharge around the skin exit site. As a latex catheter'is chosen deliberately because its irritant action promotes a good 'track' within the abdomen, it is not surprising that it also causes skin irritation. Minor suppuration occurred in 22 patients but in only 4 of these was it associated with pain or cellulitis. The tube was inadvertently directed caudally through a gastroduodenal anastomosis in one patient, and one fell out after six days when a nurse deflated the balloon by mistake; there were no ill effects. In our early experience, over-inflation of the balloon (with approximately 10 ml of fluid) on two occasions resulted in no bile drainage, promptly corrected by deflation and 3 ml inflation. In one patient drainage failed for no apparent reason. Two temporary duodenal fistulk persisted for two and three days after catheter removal. The only serious complication has been a persistent duodenal fistula in a man having an emergency total gastrectomy for bleeding. Three weeks before he had had a perforation while on maximal doses of steroids for advanced rheumatoid arthritis. His late fistula only occurred after a third laparotomy for intestinal obstruction two months later. Prolonged obstruction had caused perforation of the duodenal stump, possibly at the duodenostomy site but equally,possibly at the site of the sutured duodenal stump. il. 1974) . Altogether these papers report 47 instances of thyroid lymphography in which the technique was used to demonstrate a variety of thyroid lesions, solitary cysts and adenomata, &c. We became interested in thyroid lymphography for two reasons: first, it seemed to provide an alternative and supplementary way of displaying thyroid gland anatomy and diagnosing thyroid swellings after the 'routine' clinical, biochemical and radioisotope studies had been completed; secondly, because the cervical and mediastinal lymph nodes are opacified by this technique, it seemed to provide a simple and convenient method of displaying an extra-thyroid lesion such as a parathyroid tumour.
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Thyroid lymphography is a particularly useful addition to isotope scanning as visualization of the thyroid by this technique is not dependent on function.
For these reasons we decided to utilize this technique in our practice and evaluate it further.
In the previous reports thyroid lymphography has been performed 48 hours prior to planned surgery. We have used it as an outpatient diagnostic tool in the X-ray department; our patients have all been ambulant and have gone home after the examination.
So far we have investigated ten patients with thyroid swelling and one with an extra-thyroid lesion, a parathyroid tumour. The method is simple, easily tolerated and, in our experience, free from any apparent morbidity; it provides a fairly good demonstration of the size and morphological condition of the gland, as well as showing easily any degree of substernal extensioni. In addition it is a generally satisfactory method of opacifying the deep cervical nodes.
The potential of this examination is in the differentiation of single from multinodular goitres, and in the diagnosis of malignant and inflainmatory thyroid lesions, and by the display of involved nodes.
Method
The examination is carried out in the X-ray department, the patient lying supine on the fluoroscopy table with the neck hyperextended and a pillow under the shoulders. The gla#id is palpated and marked out, and two points on either side of the midline are infiltrated with local anesthetic. A fine needle is introduced obliquely into the lateral lobe and the iptra- can be changed to obtain filling of the entire gland. We usually inject the contrast into the upper and lower poles of each lobe using the same skin puncture. Bleeding at the puncture site is negligible and is easily controlled by light pressure. Anteroposterior and lateral films of the neck are taken before injection, during injection, and 15 minutes, 1 hour, 24 hours and 48 hours after injection. We usually screen the neck during the actual time of injection. After 48 hours most of the contrast medium is in the cervical and upper mediastinal lymph nodes which are well opacified, but the outline of the thyroid gland is well defined by a rim of dye remaining under the capsule.
In between radiographs the patients can go to the day ward, and before they are allowed home they are examined clinically and radiologically for any sign of tracheal compression. is difficult either because the patient is too fat or because of a narrow costal margin.
Once the decision to proceed is made, the skin incision is extended into the midline as far as the xiphoid. The skin is separated from the lower sternum by blunt dissection. The sternal attachments of the diaphragm are separated using straight Mayo scissors and the first two fingers of the left hand may then be introduced into the anterior mediastinum, the contents of which are thus protected as the sternum itself is split with a straight bone cutter (Fig 1) . During this part of the procedure, care must be taken not to enter the pericardium. The sternum may then, if necessary, be split as far as the manubrium sterni (Fig 2) . Neither pleura is encountered if the incision is kept strictly in the midline. The two edges of the split sternum are then separated using a suitable self-retaining retractor.
At the end of the procedure the abdomen is closed routinely as far as the xiphoid. We use a one-layer closure of I nylon. The sternum approximates itself and no closure of the sternum is required.
This simple extension of a standard incision facilitates a good exposure of the cardia with the following advantages:
(1) No decision to perform a subcutaneous midline sternotomy is required until the abdomen has been opened.
(2) Closure is simple.
(3) No important structures are encountered apart from the pericardium. (4) A thoracotomy is avoided.
To date we have used this incision in 20 cases without complication.
